became the property of the Royal Society of Medicine. By desire of the Council of the Section of Obstetrics and Gynmecology (Resolution of Council, January 5, 1911) , the Osteological Collection was presented to the Royal College of Surgeons on January 13, 1911 . The Obstetrical Instrument Collection included numerous midwifery forceps and other mechanical aids to assisted delivery, which had been at different times presented to the Obstetrical Society of London. This collection also included, as a specially valued heirloom, a Baudelocque's cephalotribe, which had been personally invented and used by Baudelocque himself, and was presented by Sir Charles Locock to the Society in 1865. With the approval of our Council all these instruments have been loaned to the Royal College of Surgeons on conditions drawn up by our Council. These conditions have been approved by the Councils of the Royal Society of Medicine and the Royal College of Surgeons. The loan dates from June 12, 1913. The conditions include the right of the Royal Society of Medicine to terminate the loan at six months' notice, and to have the use of the instruments for exhibition purposes on giving due notice to the Royal College. The list of instruments now at the Royal College of Surgeons has been revised by Mr. Alban Doran and Dr. Herbert Spencer. Mr. Alban Doran, a Past President of the Obstetrical Society of London, has devoted much time and research to this collection since it has been at the Royal College of Surgeons, and has published in the Journal of Obstetrics antd Gynecology of the British Empire several valuable historical papers on some of the included instruments. The thanks of the Section are due to Mr. Doran for his energy and skill in rendering this unique collection of instruments better known.
Definition of Stillbirth.-Early during the current Session our Council was invited by the Royal Statistical Society to supply them with a well-considered definition of stillbirth in view of a discussion to be held by that Society. The Council appointed a sub-committee, consisting of its President, Secretaries, and Dr. Walter Griffith, and the following definition was formulated, and approved by the Council: "A stillborn child means a child which measures more than 13 in. in length fromb the top of the head to the heel, and which, when completely extruded from the body of the mother (head, body, and limbs, but not necessarily the after-birth), exhibits no sign of life by crying or breathing, or by pulsation in the cord at its attachment to the body of the child, or by beating of the heart. " N.B.-The final test of life is the pulsation of the heart, but this can only be ascertained by an expert." Dr. Walter Griffith and your President attended the Discussion, and represented the views of our Council, which were generally approved by the meeting. An international discussion on the subject is shortly to be held, and the definition will then receive more extended criticism, but I fear that, owing to the extraordinary divergence of views held on " stillbirth " in different countries, no international definition is yet possible.
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OBSTETRICS.
The Physiology of Pregnancy.
The Intra-abdominal Pressure in Pregnancy.-At the June meeting Dr. B. H. Paramore read a paper with the above title as a preliminary to another more important one which is to endeavour to prove that the toxemias of pregnancy are caused mechanically by exaggerated increase of intra-abdominal pressure and not to biochemical causes. His contention at the June meeting was that the increase of pressure in pregnancy was only in part due to increase of visceral weight, and was mainly caused by the concerted reactions of the musculature of the abdominal wall, the diaphragm and the pelvic floor. In the discussion which followed Dr. Paramore's views did not meet with approval, and he will need to advance more scientific proof if his views are to be adopted.
The Pathology of Pregnancy.
Ectopic Gestation.-Dr. Russell Andrews at the November meeting showed a remarkable specimen of interstitial, associated with intrauterine pregnancy. The Fallopian tube was absent on the side of the interstitial pregnancy, so that internal wandering of the ovum had almost certainly occurred.' Dr. Herbert Williamson in December showed a unique specimen of gestation in a Fallopian tube stretched over a broad ligament cyst. The specimen showed that rupture of the gestation sac into the cyst could have easily occurred. Bearing upon ectopic gestation, Dr. Macnaughton-Jones in December exhibited a tubal haematoma in a woman who had previously had a gravid tube removed from the opposite side. No chorionic villi were discoverable in this haematoma, so that a repeated ectopic pregnancy could not be proved. Dr. Gordon Luker at the same meeting showed a specimen where a heemorrhagic corpus luteum had ruptured into a broad ligament cyst. The symptoms and physical signs had led to a diagnosis of ectopic pregnancy.
Primary Ovarian Pregnancy.-At the April meeting Dr. Frederick
McCann showed a specimen of this rare condition removed by abdominal section at the fourth month. The festal sac was removed entire and the woman recovered. The tumour was found to consist of a distended ovary containing a multilocular cyst and an ovarian pregnancy in apposition. The combination is probably unique.
Hydatidiform. Degeneration of the Chorion.-At the October meeting Dr. Henry Briggs, of Liverpool, narrated another case of this condition to add to the details of twenty-three cases described by him in January, 1912, with a view to prove that, as a rule, unless extravasated blood be also present, a uterus containing a hydatid mole is smaller than a normal gravid uterus of the same duration.
Chorionepithelioma.-At the April meeting Dr. Thomas Wilson, of Birmingham, described an interesting case of this disease. The patient nearly died of intraperitoneal haomorrhage two months after the removal of a hydatidiform mole, and one month after metrorrhagia had recommenced. At the abdominal section, which was made by a transverse suprapubic incision, free bleedihg was discovered to be going on from a vein in a rent on an eroded patch on the back of the right mesosalpinx. The Pathology Committee considered that the chorionepitheliomatous elements found in the blood clot at the site of the rent were embolic, as the structures immediately surrounding were healthy.
Chorionepithelioma of the Fallopian Tube.-At the same meeting Mr. Zachary Cope and Dr. E. H. Kettle read a valuable paper on a case of chorionepithelioma of the Fallopian tube. They also gave details of fourteen other cases, including the remarkable case of Dr. Miles Phillips, of Sheffield, whose patient was one of the two who survived. The authors show that the symptoms usually point to three stages in the clinical history: (1) tubal gestation, (2) a quiescent period, and (3) a period of tumour formation with pain and wasting. The authors urge that efforts should be made to remove all the growth, but allude to complete recoveries which had sometimes taken place, as in Dr. Miles Phillips's tubal case, and in other uterine cases, where some of the growth had been left, and where secondary deposits had been diagnosed in the lungs and other organs.
Blood Mole.-In January Dr. T. W. Eden exhibited a uterine blood mole showing a low implantation of the ovum (placenta praevia). A similar specimen was exhibited by Dr. Walter Griffiths in 1893.
Puerperal Eclampsia. Several cases of this disease have been narrated during the session, but until we know with certainty the source and nature of the toxcemia producing the convulsions we cannot dogmatize on the methods of treatment. At the November meeting Dr. Drummond Maxwell related a case treated by Caesarean section.
Dr. Maxwell believes in the placental origin of the toxaemia in eclampsia, and as the patient was a primi-gravida, as coma was deepening and fits were recurring frequently, and as the uterus was inert, he performed Caesarean section, both mother and child surviving. Dr. Walter Tate mentioned a similar successful case operated upon recently by Dr. John Phillips. An interesting discussion followed, the author's treatment being criticized by some speakers, and it was universally felt that although Ceesarean section was sound treatment in some cases of eclampsia, it was very difficult with our present knowledge to say when that operation was indicated. If a chemical investigation of the blood could quickly determine the gravity of the toxaemia it would be of great value.
Hydrorrhcea Gravidarum: Bacterial Infection of the Chorion.-At the May meeting Dr. Napier Burnett, of Newcastle-on-Tyne, read a suggestive short communication on " Bacterial Infection of the Foetal Membranes from a Case of Hydrorrhoea Gravidarum." The hydrorrhoea began sixteen days before the patient aborted in the twenty-third week. A patch on the chorion was found to be inflamed and necrotic, with extensive bacterial invasion. He discussed the question whether the bacterial infection of the chorion was the cause of the rupture or was secondary to it, and also the question whether the hydrorrhoea and the bacterial invasion were etiologically associated. This case should lead to more frequent bacteriological examination of the membranes in abnormal pregnancies.
Physiology of Labour.
Cause of Internal Rotation of the Faetal Head.-A valuable demonstration on the cause of internal rotation of the foetal head during labour was given by Dr. James Young, of Edinburgh, at the February meeting. He considered that the fcetal head, like all firmi, cylindrical bodies closely fitting a curved cylindrical canal would be continually changing its position when acted upon by pressure from above, and that its lower end, in contact with the posterior wall of the canal, would be carried forward as the head descended. He thus explained internal rotation of the head and the frequency of the forward movement of the occiput. He successfully demonstrated his views by experiments with pseudo-heads and cylindrical canals. Dr. Young attached less importance to the pelvic floor than is usually done, and thought its chief use was merely to continue onwards the curve of the pelvic cylinder. He believed that the anterior wall has more to do with the rotary movement than the posterior lateral walls. Dr. Walter Griffith and Dr. Paramore discussed the paper, especially emphasizing the view that the resistance of the pelvic floor was an important factor in internal rotation of the foetal head. Bright Banister showed a uterus removed by abdominal panhysterectomy. The head had presented and forceps had been used for extraction. In attempting to remove the placenta an extensive rupture was found, the hand passing into Douglas's pouch. The patient eventually recovered.
Diseases of Labour.
The Contraction Ring as a Cause of Dystocia. -Mrs. Florence Willey, M.D., at the December meeting, described the case of a woman who had subperitoneal fibroids, and albuminuria was present at the seventh month. In spite of treatment eclampsia developed during labour, and as a foot presented it was brought down and the child delivered as far as the head, which was retarded by a firm contraction ring. Suspecting a hydrocephalus, though a certain diagnosis was obscured by the fibroids, the spinal canal of the child was punctured and cerebrospinal fluid flowed freely. Steady traction soon enabled the collapsed hydrocephalitic head to pass the contraction ring. The patient recovered, only two fits occurring after delivery, and the albuminuria ceased on the third day. Mrs. Willey was cordially congratulated upon her successful management of a very difficult case. At the same meeting Dr. Clifford White read a practical and well-reasoned paper on the same subject, drawing well-defined distinction between a " contraction ring " and a "retraction ring." He showed that apart from obstructed labour a local uterine " contraction " might occur which would fit into foetal depressions, such as the neck. In such a case of " contraction ring" there would be no thinning of the uterine wall below the ring, and there would be no tonic contraction of the uterus above it. Dr. White advises that the resulting dystocia should be treated by continuous traction, such as the method of " Weighttraction" advocated in suitable cases by Dr. J. A. Willett in our Section in June last year. If traction fail, he prefers Caesarean section to embryotomy, provided that the presenting part is above the contraction ring. An excellent discussion by nine members followed these papers, Dr. Eardley Holland reading a case described by Smellie in 1743. Most of the speakers agreed with Dr. Clifford White's conclusions.
C&-sarean Section.
This operation has been recommended for various conditions during this session. As we have just seen, Dr. Clifford White recommends it for some cases of dystocia due to a "contraction ring." I have also alluded to a case of puerperal eclampsia described by Dr. Drummond Maxwell, where he successfully performed abdominal Caesarean section, saving both mother and child.
Dr. Hubert Roberts read notes of a Caesarean section performed in a case of prolapse of the cord in a woman with a contracted pelvis, both mother and child being saved. The case was somewhat " suspect " owing to previous interference, and the convalescence was septic. This A tense cystic intrapelvic swelling was felt per rectum and was thought to be a haematometra, with probable involvement of the tubes. He opened the abdomen and found that the cystic body was a distension of the upper end of the vagina,'the uterus being normal. The lower end of the vagina was not canalized. He burrowed through this solid portion of the vagina till he reached the distended portion. He then separated this distended vaginal tube from its lateral paravaginal cellular tissue, and after letting out a pint of tarry fluid drew down the vaginal tube and stitched it to the introitus vaginae. Dr. Maxwell made many sections of the vaginal wall, comparing his results with previous sections by Blair Bell, Victor Bonney, Glendining, and others. The discussion turned mainly upon the need of performing abdominal section in cases of congenital atresia with retained menses where the uterus and tubes were distended. Dr. Blacker, Dr. Russell Andrews and Dr. Herbert Spencer thought such a procedure was desirable. Dr. Walter Griffith, Dr. Briggs, Dr. Eden and the President thought it unnecessary under ordinary circumstances.
Ovarian Teratoma.-At the November meeting Dr. Russell A ndrews showed a remarkable specimen of an ovarian teratoma containing brain and intestine in addition to sebaceous matter and hair. It was removed from a woman, aged 29, who had had six children and believed herself to be two months pregnant. There was some question as to whether the specimen should be termed a dermoid or a teratoma, but as in addition to the nerve tissue and glia cells present, the intestine was found not only to have its muscularis mucose and its submucosa, but also a flattened mucosa, it is no doubt correct to call it a teratoma. The cetiology of such formations and the kind of stimulus required to start them, are matters of great interest not dwelt upon by Dr. Andrews.
Mechanical Lesions.-At the same meeting (November) Dr. J. M. Wyatt read a paper on Le Fort's operation for prolapsus uteri, giving references to eight cases operated upon by Dr. Walter Tate, and to two more recent cases of his own. The operation is a revival and extension of one performed in 1872 by Spiegelberg, and consists of stripping off a vertical slice of mucous membrane from the opposing walls of the vagina and uniting the raw surfaces together by suturing. In some of the cases Dr. Tate had also performed a perineorrhaphy. The results were in most cases excellent; Dr. Wyatt did not advise that the operation should be performed on women during sexual life, as coitus was rendered impossible, but for elderly women with procidentia it had proved a very satisfactory operation. Dr. Walter Griffith, Dr. Cuthbert Lockyer, Dr. Walter Tate and Dr. Eden all spoke highly of the operation for elderly women.
" Ventrifixation" of the Uterus.-Our Council arranged for the March meeting to be devoted to a discussion on ventrifixation of the uterus. They were encouraged to do this by the papers published in the Journal of Obstetrics and Gynaecology of the British Empire in 1910 by Dr. A. E. Giles, who gave details of 309 cases of ventrifixation out of 1,000 consecutive cases of abdominal operations on the pelvic organs, a proportion of nearly one in three. It was also known that Dr. Henry Briggs, of Liverpool, had performed the operation 600 times. Much difference of opinion on the subject was known to exist. It was hoped that a discussion on the subject would show where the difference of outlook lav. The Council therefore asked Dr. Walter Griffith to open the discussion from the point of view of " Indications" for the operation, and Dr. Henry Briggs and Dr. Giles on the "Technique" and " Results" respectively. Dr. Giles was able to add 199 cases of ventrifixation to the 309 already published by him, and Dr. Walter Griffith gave details of 77 cases, so that the three papers were the result of the experience of 1,185 cases. A most interesting and valuable discussion followed. It was clear that the large majority of the speakers were not possessed of the enthusiasm for the operation evinced by Dr. Henry Briggs and Dr. Giles. Dr. Walter Griffith, in his introductory paper on the " Indications," had not definitely differentiated between the indications for primary and for accessory hysteropexies, probably because it is extremely difficult to divide the subject in this way. Unfortunately figures showing the proportion of the primary to the accessory ventrifixation operations in the 1,100 operations of Dr. Briggs and Dr. Giles were not available at the discussion. Many speakers, notably Dr. Handfield Jones, Dr. Fairbairn and Dr. Hubert Roberts, thought it a pity that the discussion was not limited to primary ventrifixation, and they wished to know the precise circumstances, subjective and objective, which led the authors to advocate ventrifixation in those cases where, roughly speaking, the only objective condition was a prolapsed uterus in a position of retroversion or retroflexion. They argued, rightly I think, that when the laparotomy was primarily done for the removal of a fibroid, an ovarian tumour, or inflamed appendages, the hysteropexy became merely a detail in the operation, adding nothing to the risk, and preventing the after-history being considered from the point of view of the hysteropexy alone. In Dr. Giles's original paper, out of the 309 ventrifixations, 189 were primary, whilst 27 were associated with myomectomy, 62 with ovariotomy, and 31 with pelvic inflammation. It was acknowledged that there was a risk in the operation, Dr. Giles having lost two cases in his first 189 1 primary ventrifixations, and Dr. Briggs three in his total of 600, and that in addition there were post-operative risks which were not entirely due to faulty technique. The question largely resolved itself into the difficulty of deciding under what circumstances the surgeon should rightly advise his patient to run the slight risk of its performance. In addition to those already named as having adversely criticized the primary operation, Dr. Herbert Spencer, Dr. Munro Kerr, Dr. Archibald Donald, Mr. Beckwith Whitehouse and the President were all agreed that the conditions for which Dr. Briggs and Dr. Giles had performed their primary operations could, in many cases, have been met by other general measures, or by plastic or other minor operations of less immediate and subsequent risk. Dr. Macnaughton-Jones, Dr Arnold Lea, Dr. Frances Ivens and Dr. Walter Tate, like Dr. Walter Griffith, had found the operation more useful than tne other speakers, but had not found it necessary to adopt it with such relative frequency as Dr. Briggs and Dr. Giles.' On the whole the discussion was valuable and led to useful leading articles in the British Medical Journal and Lancet, both tending to emphasize the view held by the majority of speakers that the operation was not required in anything like the proportion of one in three or four abdominal operations upon the pelvic organs, but that in a relatively few cases it had a useful application when other measures failed or were manifestly unsuitable.
Foreign Bodies.-Dr. Russell Andrews described a case where 8 in. of a celluloid bougie had been passed through the uterine wall and had been retained in Douglas's pouch for six weeks. Three days before being seen by Dr. Andrews another attempt to dilate the uterus was made with metal dilators and one of them (No. 9) disappeared. X-rays showed its presence in the abdomen, and Dr. Andrews performed laparotomy. The woman recovered without incident. Dr. Blacker also showed a portion of a bone knitting needle 61 in. long, which a patient had tried to pass into the uterus to procure abortion. Severe pelvic inflammation followed and she aborted on the sixth day. An X-ray photograph showed the position of the bone needle to the right of the lumbar vertebree. Dr. Blacker performed abdominal section, I July 8, 1913.-Dr. Arthur Giles has kindly sent me the following corrected figures: Total abdominal operations upon the pelvic organs, 1,850; total ventrifixations, 569; proportion 307 per cent., or 1 in 3-2. Total " primary " ventrifixations, 368; proportion, therefore, of " primary " to total ventrifixations is 64 per cent., and of " primary " ventrifixations to abdominal operations upon the pelvic organs, 19 8 per cent., or 1 in 5. Dr. Giles had seven deaths in his 569 ventrifixations (12 per cent.), including three in his 368 primary cases (0 82 per cent.). when offensive pus welled up from Douglas's pouch. The needle was found to be beneath the peritoneum, its point projecting at the sacral promontory. The peritoneum was incised over the needle, which was then removed. Abdominal and vaginal gauze drainage was adopted, and the woman eventually recovered after a critical convalescence, frecal matter coming from the abdominal wound and a coli-cystitis being present. Dr. W. H. C. Newnham, of Clifton, showed a similar needle, inserted also by the patient herself to procure abortion. The bowels were extensively matted, but he was able to extract the needle from between two coils, and the patient recovered well. The President, Dr. Heywood Smiith, and Dr. Giles described similar cases.
Perforation of the Uterus.-At the April meeting Dr. F. J. McCann showed a uterus which he had removed-by abdominal panhysterectomy, after an abortion ten days previously. Six days before admission to the Samaritan Hospital the patient's local doctor had curetted the uterus, and the fundus was probably then perforated. Some hours before admission a cyllin douche had been given, but it did not return, and intense abdominal pain ensued. Ten days after Dr. McCann's operation, when apparently convalescent, broncho-pneumonia developed and the patient died. Similar cases were described by Dr. Russell Andrews and others: Progressive Conditions including New Growths.
Fibromnyoncata Uteri.
Red Degeneratioin-A valuable contribution to our knowledge of the red degeneration in fibromyomata of the uterus was made at the February meeting by Dr. Lorrain Smith, of Edinburgh, and Dr. Fletcher Shaw, of Manchester. The paper showed that there were two main varieties of red degeneration; one in which thrombosed vessels were found, the other where they were absent. The former, which owed its colour to haemoglobin staining, was liable to further degeneration and to cause toxic symptoms; the latter, which owed its colour to the presence of free blood, rarely produced constitutional or local symptoms. In the discussion which followed Dr. Fairbairn hoped that further work on the subject would enable the authors to discover whether the thrombosis was primary or secondary, so that the causation of the red degeneration could be discovered. Dr. Paramore drew attention to the marked frequency of red degeneration during pregnancy, and the resemblance of the condition to that found in the liver and kidneys in cases of toxaemia during pregnancy.
Cysts of the Ovary.-At the October meeting (October 9), Dr. Thomas Wilson, of Birmingham, read a valuable paper on "Gelatinous Glandular Cysts of the Ovary and their connexion with the so-called Chronic Pseudo-myxoma of the Peritoneum." Some of the glandular gelatinous cysts are benign and others-often called " colloid cancer "-malignant. Ovariotomy in the latter cases often leads to a fatal result, so-called " pseudo-myxomatous peritonitis " being also usually present, as a result of one or more of the cyst cavities having previously burst. In some instances true metastases develop at a distance from the rupture. The loculi containing the gelatinous material are divided up into smaller cavities by fine septa lined by columnar secreting epithelium. The chronic peritonitis is due to attempts at absorption and encapsulation of the gelatinous material, but in malignant cases the encysted epithelium cells preserve their vitality and continue to develop. This variety of peritonitis has also been found in a few instances to have originated in the vermiform appendix. Dr. Wilson advised total removal of the cyst and of the whole of the gelatinous effusion, and said this could best be done by copious flushing with normal saline solution.
Diffuse Ovarian Fibroma with Central Cyst.-This specimen was shown by Dr. Arthur Giles in February. The tumour had filled the pelvis. He took the opportunity of giving an analysis of his 400 operations upon ovarian neoplasms. It showed that 32 were malignant, 368 benign; of the benign cystic tumours 39 were dermoid, and 13 papillomatous. There were four fibromata and four fibro-adenomata.
Renal Cyst.-At the January meeting Dr. Lockyer showed an enormous renal cyst simulating an ovarian cyst. The operation was difficult owing to its retroperitoneal position and its adhesions to bowel, and the great vascularity of its coverings. In reply to MIr. Malcolm, he gave reasons why he did not consider it to be a hydronephrotic kidney.
Cancer of the Pelvic Organs.-A good miany specimens illustrating malignant disease have been exhibited, but unfortunately none of these cases bring us any nearer to a knowledge of the causation and frequent occurrence of carcinoma of the pelvic organs, nor do they point to any procedure, other than surgical, for its relief. The recent valuable discussion in February and March at the Therapeutical Section on the " Non-operative Treatment of Malignant Disease," emphasizes this latter regrettable fact.
Wertheim's Overation for Cancer of the Uterus.-No discussion has taken place on the indications for Wertheim's operation for caincer of the uterus during the Session, and this is, I consider, a correct attitude at this early date. The value of the operation can only be determined by a large series of operations, for it is not merely the question of the immediate risk of the operation which has to be considered, but the questions of permanent cure, or, alternately, of the frequency and date of recurrence of the growth. The duration of life after the operation, as compared with the probable duration of life if no operation had been done, and the comparative comfort and well-being of the patient under the two conditions, must also be considered. The operation is being done mainly by the younger surgeons, and we older gynaecologists are willing to be largely guided by the consensus of opinion which will be arrived at when sufficient time has elapsed to make the answers to the above considerations decisive. Meanwhile papers like that of Mr. Charles P. Childe to-night upon the technique of the operation are of great value.
Sarcoma of Uterus.-At the April meeting Dr. Handfield Jones showed two specimens of spindle-celled sarcoma of the uterus, and he suggested that the sarcoma in these cases was a form of degeneration of pre-existing fibromyomata.. The Pathology Committee, however, considered that " the evidence of their origin from fibroids is wanting." The evidence that fibromyomata ever degenerate into sarcomata is small, though there are many cases where sarcoma has developed de novo in a pre-existing fibromyoma.
Endocervical Cancer.-At the January meeting Dr. Eden showed a specimen of endocervical cancer with distension of the uterine cavity and associat-ed with a remarkable thinning of the walls, which in some places were no thicker than brown paper.
Perithelioma of the Uterus.-In March Mr. Beckwithi Whitehouse showed an enlarged uterus removed with the inflamed appendages. The uterus was supposed to contain a fibroid, but on section the small tumour was clearly not of that nature, and microscopically Mr. Whitehouse thought it to be a mixed celled -sarcoma. The Pathology Committee considered it to be a perithelioma, and to be a tumour of a low type of malignancy.
Tumours of Doubtful Character.-In January Dr. Cuthbert Lockyer read a paper on " A Growth of the Recto-uterine and Recto-vaginal Septa, deeply involving the Cervix Uteri and the Rectal Wall." Dr. Lockyer felt compelled to remove both the rectum and the uterus, beginning the operation as in a Wertheim's panhysterectomy by dissecting out the ureters. He then drew down the sigmoid and brought it out through a fresh opening in the left iliac region to form a permanent colotomy. The patient recovered. The growth proved to be an adenomyoma, histologically benign, yet the cervix and anterior vaginal wall were invaded by it. Dr. Lockyer suggested that the growth arose from vestigial remains of the Wolffian duct, whereas Dr. Blacker thought it of Miillerian origin, and Dr. Herbert Spencer said they might spring from the peritoneal endothelium. In the discussion somewhat similar cases were mentioned by Dr. Macnaughton-Jones, Dr. Clifford White, and the President. At the March meeting Mrs. Scharlieb showed a tumour somewhat resembling Dr. Lockyer's in its structure and probable oetiology. It was removed from the groin of a multipara, aged 30. The Pathology Committee considered the tumour to represent Wolffian relics and to be benign.
Intra-uterine Nodule of Embryonic Origin resembling Enchondroma.-In January Dr. Lockyer showed this curious specimen removed with a curette by Professor Coe, of New York, from the uterus of a married multipara. There had been normal periods for the first nine months after an abortion twelve months earlier, but amenorrhoea for the three months previous to the curettage. Doubts were expressed by Dr. Lockyer himself, Mr. Shattock and Dr. Arthur Keith, as to whether the nodule was an osteochondroma, or either embryonic or teratomatous in origin, but the Pathology Committee, with Dr. Lockyer in concurrence, considered it to be "Embryonic and a relic of a previous pregnancy." Pancreatic Cyst simulating Ovarian Tumour.-At the April meeting Dr. F. J. McCann showed this specimen. The cyst had been tapped nine months previously, and a digestive ferment had been found in the glairy fluid removed. A correct diagnosis was made. The operation was difficult owing to the vascularity and attachments of the cyst. of the arrangement and distribution of the nerves in the ovaries of the cat, dog, and rabbit. The demonstration was an important one, and apart from its own merits will be valued as a preliminary to similar research on the nervous supply of the human ovary.
Miscellaneous.-Dr. Macnaughton-Jones gave an interesting epidiascope demonstration of some of the operating theatres on the Continent, jy-17 showing the method of lighting by means of the arc light and reflecting mirrors, and both he, Dr. Herbert Spencer, and Dr. Eden, testified to the great value of the method.
OBSERVATIONS ON THE TOXAfMIAS OF PREGNANCY, AND ON EUGENICS
FROM THE OBSTETRIC STANDPOINT.
Eugenics, or the well-being of the race, is now one of the prevailing instincts of our generation. The value of the potential mother and her unborn babe to the nation is becoming increasingly recognized. I propose to examine the subject very shortly from the obstetrical standpoint.
(I) The Medical Importance of Eugenics from the Obstetric Standpoint. The crux of the whole question is the safety of the mother and child during pregnancy, labour and the puerperium. The fact that over 3,000 women (3,179 in 1909) die every year in England and Wales from puerperal septic disease and accidents of childbirth, and that in the same year 99,430 infants died during their first year of life, and that in addition there were about 19,000 stillbirths, make this statement a self-evident truth. To lessen this terrible death-rate is one of the main objects of the Royal Society of Medicine, and more especially of its Obstetric Section.
It will not be possible to speak now of many of the causes of this maternal and infantile mortality, but before touching upon the general question I would like to say a few words on the efforts being made to unravel the pathological mysteries of the toxaemias of pregnancy which directly or indirectly cause a large proportion of this terrible waste of life.
The Toxaemias of Pregnancy.
In my Presidential Address of October, 1911, I alluded to several diseases both in obstetrics and gynaecology, the aetio.logy or pathology of which was to a large extent undecided, and amongst them I instanced in obstetrics the toxaemias of pregnancy, ectopic gestation, phlegmasia alba dolens, pyelonephritis of pregnancy and hydatidiform degeneration of the chorion, with its not infrequent sequela, chorionepithelioma.
As regards the toxwemias of pregnancy I drew attention to the increasing recognition of the fact that investigations must be made by physiological and pathological chemists regarding the autotoxins, if our knowledge of the aetiology and treatment of the resulting diseases is to be increased. In printing my Address, the British MVedical Journal' published a leading article entitled " Where Chemistry and Medicine Meet," and the Lancet2 also published an article on " The Return to Chemistry," both expressing their cordial concurrence with my views. These leading articles helped materially to stimulate interest in the subject. There is no doubt that during these last two years more progress has been made in our knowledge of the functions of the placenta and of the function and interaction of the ductless glands, including the ovary and its lutein tissue, than was previously possible. Dr. Blair Bell and Miss McIlroy, members of our Section, have been working on these lines for some years, but a whole army of experts are now engaged in this form of research. If the foreign journals are examined, more particularly the German, it will be seen that this chemical investigation and the effects of injection of glandular extracts is becoming increasingly prominent.
As further evidence of the interest being now attached to the chemical aspect of the toxEemias of pregnancy, I would allude to the large numbers of books recently published on the " Internal Secretory Organs " or on " The Function of the Ductless Glands," the authors in every case dealing with the influence exerted by the secretions of these organs upon menstruation, pregnancy, lactation and the puerperium in both animals and man.
The clear advice in the Report of the Royal Comluission on the University of London as to the need of the perfect equipment of " the Hospital Unit," is only another indication that it is now being generally recognized that clinical work can only be scientifically and satisfactorily carried on if the medical officer in charge has at his disposal laboratories suited for the complete examination, treatment and demonstration of every case. Such laboratories would, according to Sir William Osler, be devoted to physiology, bacteriology and vaccine therapy, biochemistry, microscopy, X-ray and electrical work, and a general laboratory for the students.
At our London Hospitals all these laboratories to some extent already exist for the general use of the staff, except perhaps the biochemical 'Brit. Med. Journ., 1911 , ii, p. 1118 . ' Lancet, 1911 , ii, p. 1085 . JY-17a laboratory as a separate entity, and it is this particular form of research which, in my opinion, is now the most important desideratum for the efficient and scientific management of every obstetric and gynecological hospital unit.
Another innovation which points in the same direction is the constitution for the first time of a Sub-section of Chemical Pathology, apart from the Section of General Pathology, at the Seventeenth International Congress of Medicine to be held in London next August. I would like to see such a sub-section in the Royal Society of Medicine.
Much has been done by bacteriology to explain puerperal septicaeenia, as well as various local and general infections such as gonorrhoea, bacilluria, syphilis, pyelitis of pregnancy, &c., but physiological chemistry is now needed to help.
In general medicine microbes do not explain gout, diabetes, Graves's disease, Hodgkin's disease, or even rheumatoid arthritis. Physiology has unravelled some of the mysteries of myxcedema, acromegaly, and Addison's disease, but none of these diseases can be fully explained without further light from physiological chemistry. In our own special subjects microbes do not explain eclampsia and the other toxoemias of pregnancy and the puerperium.
Our ignorance of the causation of puerperal albuminuria and eclamnpsia, acute yellow atrophy of the liver, hyperemesis gravidarumn, chorea of pregnancy, and puerperal insanity, is still profound.
It is now well established that, in addition to the physiological functions of the placenta, the ovaries, and the mammary glands, these organs have important internal secretions which may be either neutral, toxic, or antitoxic under different circumstances.
The Placenta.
Much excellent work has been done of late on the cheinical physiology of the placenta. It is proved that ferments are produced by the trophoblastic layers of the chorionic epithelium of the placenta, and that these exert a destructive action upon the surrounding maternal tissues. By this action toxins are apparently normally produced, and autotoxamieia may result under circumstances at present unknown to us.
These enzymes or ferments can be demonstrated, according to Abderhalden, in the blood of pregnant women fromn the sixth week of gestation to a fortnight after delivery, and their presence provides us with a method of serum diagnosis of pregnancy which Dr. Herbert Williamson considers absolutely reliable. With the object, apparently, of neutralizing these toxins and of preventing autotoxsemia by rendering the woman immune, antibodies are formed, and are found in the maternal blood between the sixth and fourteenth weeks of pregnancy, the period of the maximum destructive activity of the chorionic epithelium.
Mosbacher 1 has also shown that syncytial cell albumen of the early human placenta contains a toxin which is able to produce fatal anaphylaxis in guinea-pigs in thirty minutes, but he finds that antibodies which neutralize the syncytial toxin are found in the blood of pregnant women right up to the end of the gestation period.
These toxins have not yet been isolated, nor is their chemical composition known with any more certainty than in our student days, so that we do not even know if Abderhalden and Mosbacher are speaking of the same toxins.
Acidosis in Pregnancy Toxa?mia.
The importance of the phenomena of acidosis in pregnancy toxoemia on which Dr. Walter Swayne read a paper to our Section last Session, has led to much attention being paid to that aspect of the question. In an article published in the Lancet on May 17, 1913, Dr. Herbert Williamson further discusses the problem of the diagnosis of the albuminuria of pregnancy, and considers that we are justified in concluding that a condition of acidosis is found constantly in severe cases of pregnancy toxeemia and not in cases of severe chronic nephritis unless toxaemia has been superadded. If this be so it is a great gain to our previous knowledge on the subject, and clears the line for further discoveries and for more intelligent methods of treatment.
That members of our Section have been able, with the assistance of their colleagues skilled in chemical pathology, to arrive at such valuable conclusions, cannot but make our Section proud of the work being done by its members.
Internal Secretion of the Ovaries and of the other Ductless Glands in their relations to Obstetrics. The physiology of ovarian secretion was discussed during last session by Dr. Louise McIlroy in a most valuable contribution; and during this session Dr. Blair Bell in the Arris and Gale Lectures at the Royal College of Surgeons, has added some further facts and suggestions to our knowledge of the genital functions of the ovaries and of the other ductless glands. He dwelt especially upon the effect of removal or disease of the thyroid, the pineal, the pituitary, the thymus, and the suprarenal glands upon the functions of the ovaries and the uterus.
He further dwelt upon the organic harmony in health of the ductless glands in regard to the genital functions, and upon their altered interrelations in disease. A valuable review by Dr. Louise McIlroy in the May number of the Journal of Obstetrics and Gynwcology of the British Empire has brought our knowledge of " ovarian secretion " up to date.
The Council of our Section have arranged for a discussion to be held at the November meeting, when a paper will be read by As regards the action of the internal secretions of the other ductless glands, it is now established that there is not only an organic and functional harmony between them but a compensatory interaction between all the glands as well. Each gland acts in a particular manner upon the blood-stream passing through its tissues, altering its chemical constitution by a chemical process, and often adding to it important organic bodies of vital importance to the well-being of the individual. If any organic disease or abnormality exist in a particular gland, the missing or altered function seems often to be taken on by other ductless glands, so that the individual is saved from disaster. In other cases the altered metabolism of one gland upsets the normal metabolism of other ductless glands and the individual is seriously affected.
The significance of the whole subject of internal secretion is enormous, and its full recognition is still in its infancy. It is probable, as Dr. Blair Bell says, "that every cell in the body is a ductless gland and has some influence on the life and functions of the rest." If so, it is easily seen how groups of functionally similar cells can, by forming organic products, act as chemical messengers, or " hormones," as Dr. Starling has called them, and influence the whole body organization.
Dr. Blair Bell also shows that these " hormones " exert a special influence upon " the reproduction of the species, in all its intricate pecissities." When the ovaries and the other reproductive organs atrophy and become functionally inactive, he considers that " the genital functions of the rest of the ductless glands cease, and the rearrangement of the metabolism that follows produces what are known as the symptoms of the menopause." He suggests that a knowledge of the special function of each of the ductless glands, and a close study of the particular menopause phenomena in each case may enable us to treat the symptoms with more success than at present. To treat all the ills of the menopause with ovarian or lutein extract when the symptoms point to the effects of altered metabolism of another ductless gland is not logical.
Lactation.
The physiology of lactation is getting much light thrown upon it by physiological chemistry. It has long been known that lactation is not determined by nerve excitation. A case of my own where normal parturition and lactation followed complete paraplegia below the fifth dorsal vertebra from an accident six months previously, confirmed this. Recently Professor Schaifer1 showed experimentally that mammary secretion is induced as the result of galactogogue hormones circulating in the blood derived from the posterior lobe of the pituitary body, from the corpus luteum and from the involuting uterus, and from the lactating mammary gland itself, whilst hormones derived from the placenta and the foetus during pregnancy have an inhibitory effect.
(II) The Endowment of Motherhood. The nation-all civilized nations-in these days of a lessening birthrate are waking up to the realization that a pregnant woman and her unborn babe is a national asset, worthy of every care and consideration. We hear much nowadays of the " endowment of motherhood." To our Section has been transmitted the traditions of both its amalgamating predecessors. The Obstetrical Society of London, by its successful efforts, spread over fifty years, to improve the condition of lying-in women and to lessen infantile mortality, has done much to endow motherhood. in its truest and most comprehensive sense. The " endowment of motherhood" is not only to be obtained by providing financial assistance to the mother, as is done, for instance, by the maternity benefits of the National Insurance Act after labour. The chief aim of I Address delivered. before the Liverpool Medical Institution, March 6? 1913, those seeking to endow motherhood should be to give every mother an assurance of security and well-being during the whole time of pregnancy, labour, and the puerperium, each of which is to her a period of anxiety and stress.
Apart also from all sentiment or sympathy with the individual, " the unmarried mother and the unwanted child," as Harold Begbie phrases it, demand both our professional consideration and the protection of the State.
During the Pre,qnancy. This security should be ensured during the pregnancy by skilled professional advice followed by wise, tactful supervision. For the professional advice to be really effectual, a sufficient and in many cases a pelvic examination of every pregnant woman should be made during the middle months of gestation, especially if she be a primi-gravida. Her urine also should be scientifically examined, especially as regards albumin and acidosis, and if she has previously had abortions or stillbirths, the quantity of urea should also be estimated. If evidence be forthcoming that toxamia is present, or that labour may be abnormal or difficult, the practitioner should be able to arrange for the woman to continue under expert supervision. This is difficult, even in private practice, but almost impossible under our existing conditions as regards the poorer classes. Dr. J. W. Ballantyne's' suggestion of a prematernity or pregnancy ward or pavilion seems the best way of meeting the case. The necessary treatment could then be carried out. If surgical treatment were required it could either anticipate or accompany the onset of labour as occasion demanded, instead of being adopted, as it often is now, as an emergency operation, after repeated pelvic examinations or instrumental attempts at delivery before admission. We know that " pregnancy wards " reduce the risk of obstetric operations enormously; Caesarean section, for instance, has its maternal mortality reduced from 34'3 per cent. in cases previously examined, &c., to 2 2 per cent. in clean cases such as those who have been inmates of a prematernity ward.2 Paul Bar 3 shows that in placenta provia cases, out of 108 patients treated as " emergency cases " he had 10 deaths from infection, whereas no deaths occurred from this cause in forty-eight cases in the prematernity wards.
Routine examination during the middle months of pregnancy is now adopted at many of our lying-in institutions when women enter their names for admission, though, unfortunately, statistical evidence of its value is not available. To ensure full security however to such women, suitable prematernity wards must be provided throughout the country. From the point of view of the unborn child, routine examination of the mother during pregnancy and adoption of appropriate maternal treatment is essential if we are to have any success in dealing with intra-uterine mortality. Eugenics should begin before birth, not afterwards. A child has the right to be born healthy.
Careful inquiry should be nmade as to the causes of previous abortions or stillbirths, or of the deaths of previous children soon after birth, for I anm convinced that congenital syphilis, entirely unsuspected, is not infrequently the cause of both foetal and early infantile mortality. As small doses of mercury given to the woman during pregnancy will in such cases often give her a healthy child, every effort should be made tactfully to discover whether such treatment is indicated. It must be remembered that apart from a history of stillbirths, &c., a woman may show no indication of specific infection. Sometimes information can be obtained by inspecting the other children of the mother.
There is no doubt that apart from congenital syphilis, which varies in importance in different nationalities and even in different localities (urban and rural), the three main causes of stillbirth are auto-toxemia, pelvic contraction, and malpresentations.
It has been computed that if women were properly examined in pregnancy, half the stillborn children would be saved. If so, this would mean an annual saving of nearly 10,000 fcetal lives in England and Wales, for, omitting abortions, there were 2,312 stillbirths notified in London alone during 1910, or 2 2 per cent. of the total births. If this proportion holds good for England and Wales the number of stillbirths in that year would be 19,736, and we could hope to save 9,800 lives by routine prophylactic measures.
Chambrelentt has a large clinique for pregnant women in Bordeaux and he there examined 642 pregnant wxomen during 1910. He found that 135 women-i.e., 21 per cent.-presented complications or abnormalities requiring special care, and as a result of such care the birth mortality was reduced to 2,85 per cent., or a saving of two-thirds as compared with the official figure. The registration of births should it my opinion be compulsory, not only after "viability " as regards births and stillbirths, but should be enforced at every period of pregnancy. If this were done, and the practitioner or midwife were also requested to state the apparent cause of the death or of the expulsion of the ovum, we should, as a first result, begin to realize how little we know of the causes of intrauterine mortality, and as a second result we would obtain somue statistical evidence of the huge waste of life continuously going on, and in time would arrive at some precise knowledge as regards aetiology and prophylaxis.
Much good might at once be done by a careful examination both of the foetus, placenta, and membranes, in all the abortions and stillbirths in our hospitals. This would accustom the student to that particular type of investigation and might encourage a continuance of it when in private practice later on.
This plan of routine examination was adopted in 180 consecutive cases of stillbirth by Dr. Herbert Spencer between 1887 and 1900, and his paper of nearly 100 pages (Obstetrical Transactions, xxxiii, 1891, p. 203 ) is one of the most valuable and suggestive in our annals, showing amongst other things how heemorrhages into the brain and other organs was a frequent cause of death during labour.
During Labour.
Skilled assistance during labour by registered midwife or medical practitioner is now within the reach of every woman, either in her own home or in a lying-in ward or hospital. There is no doubt that the prospect of obtaining the 30s. Maternity Benefit under the National Insurance Act enables poor women to approach the time of labour with a greater sense of security than heretofore; and if some arrangement or pre-arrangement could be arrived at by which the benefit would be paid as soon as the birth is notified, its advantages would be very much greater. Expert or hospital treatment can usually also now be provided within a reasonable distance if special surgical interference be required.
During the puerperium, however, there is often little or no skilled supervision after the first ten days, and the early cessation of supervision tends to encourage the mother to return to work and to married life at much too early a date. The early return to work is the cause of much maternal illness, which is often pelvic, and leads to either a disinclinationi for, or even to a dread of, future pregnancies, or to real physiological inability to conceive again, or to intra-uterine foetal death if pregnancy should again supervene. The child too often suffers, even more than the mother, from the latter's early return to work. Errors of diet, neglected ophthalmia, or uncleanliness, may each cause permanent illhealth.
Much is being done in large cities where factory operatives are numerous to encourage rest during the earlier period of uterine involution, and the medical and sickness benefits of the National Insurance Act further encourage this, but much more requires to be done.
Schemes to provide home nursing for insured persons by arrangement between local Nursing Associations and Approved Societies are now being organized and bid fair to be very successful. Approved Societies and Insurance Committees have the power under the Act "to grant subscriptions for the support of district nurses." Queen Victoria's Jubilee Institute for Nursing the Sick Poor, and Town and County District Nursing Associations throughout the country, acting in harmony with these approved societies and with the Central Midwives Board, are doing much, and can do mnuch more, to lessen the risk of maternal illness and infantile mortality during the few weeks following labour.
Infantile mortality under 1 year of age in England and Wales was 163 per 1,000 in 1899, and is now under 105. This represents a saving of life of over 52,000 infants per annum. Very much, however, remains to be done, for in 1909 there were 99,430 deaths of infants in England and Wales under 1 year of age, and nearly 40,000 of these died in the first month of life. Out of 1,000 births 11'5 children die in the first twenty-four hours of life, 24'6 infants in the first week, 30'3 in the first fortnight, and 39'75 during the first month. Roughly speaking, out of every ten children who die in the course of their first year of life, four die in their first month.
If the nation could come to look upon maternity as a blessing, and worthy of every encouragement and support, and could secure to the new-born child a month's healthy start in life, many of these babes who now die from the ignorance of their mothers, from unhealthy environment, or improper or insufficient food, would survive. It must be remembered, too, that a healthy child who has survived the first month of life has every chance of growing up strong, for it is the weakling who dies, not the robust child of a happy, healthy mother. Infantile mortality is being greatly diminished in localized areas by organized home visitiTng and nursing, and by special effort to encourage lactation instead of artificial feeding, and if the nation, as a result of its appreciation of motherhood and of the greater relative value of the life of the newborn, can make these local efforts a national one, and at the same time avoid the moral disaster of pauperization, the race cannot fail to be improved, and the wealth and stability of our country thereby must be proportionately increased. Our Section will not fail to encourage progress in the scientific aspects of such an obstetric ideal.
